Abstract
Yet evidence is mixed as to whether clinician communication skills training has an effect on patient satisfaction, [13, 14, 31] with most interventions showing no effect. [10, 13, 15, 16, 32] We hypothesized that using an evidenced-based framework of clinical simulation in a deliberate practice model targeted at teaching simple, discrete physician communication behaviors with structured feedback would improve patients' perceptions of physician communication and reported experience of care. We implemented such a model in a hospital medicine division at a single academic center and examined its impact on outcomes using two systematically administered patient experience surveys, focusing on domains relevant to physician communication. We compared trends in patient experience scores between medical patients and, where possible, control surgical patients (whose physicians did not undergo the intervention) during the same time period. The control group was included to account for hospital-wide patient experience initiatives occurring concurrent to our intervention time-period.
Methods Setting
Our study was conducted at Baystate Medical Center (BMC), a 716-bed tertiary academic care center in Springfield, MA between January 1, 2011 and December 31 st , 2013. The hospital has an employed hospitalist group with 50 attending physicians and midlevel hospitalists, 64 internal medicine, and 30 medicine-pediatric residents. The group is separated into two distinct parts, an academic group and a group without resident coverage. Both services care for all adult medicine inpatients and see similar medical patients regardless of insurer, primary care physician, admission diagnosis, or medical comorbidities. Our hospital has surgical services supplied by attending surgical physicians alone as well as by attending supervised surgical house staff, with approximately 75 attending surgeons and 34 surgical residents. Baystate Health's Institutional Review Board approved this study with a waiver of written consent.
Study design and intervention
We analyzed two different samples. CMS measures patient experience using a validated tool called the HCAPHs survey. [33] Our primary analysis examined the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) physician communication domain, which assesses patients' perceptions of all of their hospital physicians' (e.g., hospitalists, consultants, and trainees) collective communication abilities during the admission. For this analysis, we employed a quasi-experimental design with an intervention group consisting of internists, including hospitalists and residents, and a control group consisting of surgeons. Since HCAHPS data assesses patient perceptions of physician communication not specific to any one clinician, we hypothesized it may not be sensitive enough to assess the effect of a communication intervention focused only on a patient's hospitalist physician. Therefore, we completed a secondary analysis with a pre-post design utilizing Non-HCAHPS Physician-Specific Appendix) prospectively highlighting the specific skills being assessed, while also varying in complexity according to level of training (Resident versus Attending). The case scenarios broke the simulated patient encounter into three distinct parts: The Welcome, The Care Plan, and The Goodbye. Specific skill based feedback was provided after each part. We undertook a "train-the-trainer" approach where the physician communication champions and the simulated patients underwent a four-hour pre-training of didactic education combined with casebased standardized simulation and feedback on the specific skills of etiquette-based clinician communication and how to provide effective feedback. Personalized physician feedback for each patient encounter was given by both the physician communication champion as well as by the simulated patient after each section of the clinical encounter. A standardized assessment tool (S3 Appendix) was utilized to formulate the focused, structured, personalized, and constructive evaluation and feedback that specifically targeted physician communication etiquette and non-verbal physician behaviors. Of note, other ongoing quality improvement strategies targeted at physicians, including sharing of HCAHPS scores and patient experience email newsletters, continued both before and after the study period.
Outcome, survey instruments and data collection
The outcome was patient experience scores, collected from adult inpatients admitted before, during, and after the study time period. We collected HCAHPS survey data on both medical and surgical inpatients. During the study period, Baystate Health used a third party vendor, Professional Research Consultants Inc. (PRC) to administer both the HCAHPS and the NHPPES patient satisfaction telephone surveys to a random sample of discharged adult inpatients. Approximately 50 HCAHPS surveys per quarter, per hospital floor, were conducted and 20 NHPPES surveys per hospitalist per year were conducted among patients not selected for the HCAHPS study. The NHPPES question design included the name of the specific discharging physician who cared for the patient being surveyed and addressed specifics regarding that physician's care. We limited our analysis to domains reflecting satisfaction with physician communication or those potentially influenced by improved physician communication behaviors.
Survey data were collected for hospital quality and reporting purposes independent of our study. Because the NHPPES survey was only administered to adult medicine inpatients, we collected only HCAHPS data for the control group. The survey responses were scored, depending on question type, with: never, sometimes, usually, always (HCAHPS); or excellent, very good, good, fair, poor (NHPPES). (S1 Appendix) Additional patient information for respondents was extracted from the hospital's billing database using medical account numbers and included age, gender, admission year, education level, language, illness severity (the Diagnosis-Related Group severity score, emergency room (ER) admission status, and attending physician type (hospitalist or surgeon). It was not possible to distinguish whether patients were cared for by house staff under an attending physician (medical orders are primarily written by the house staff but patient is rounded on by the entire medical team of house staff and attending) or solely by an attending physician who writes all medical orders and is introduced as the "primary physician".
Data analysis
Respondent characteristics were summarized across study groups and time periods. We summarized continuous variables using means and standard deviations and frequencies and percentages to summarize categorical variables. We evaluated differences across groups based on observed differences and a theoretical basis for confounding (association with both the exposure and the outcome). Survey responses were dichotomized into percent excellent (or percent always) and analyzed using a piecewise logistic regression model. All models used a clustered sandwich estimator, clustering on billing physician to relax the assumption of independence of observations. [35] We used piecewise models to estimate a slope and intercept before and after the intervention period with results presented graphically as well as estimates of the average marginal effects (estimated percentages). For the HCAHPS analysis, we used significance testing to evaluate the pre-to-post intercept shift difference-in-difference (interaction term between group and time period). For the NHPPES analysis, we conducted pre-to-post significance testing using intercept shift only. For the primary HCAHPS analysis, initial power calculations suggested that a 0% to 1% pre to post change in the surgery group would give us approximately 80% power to detect a 0.55% to 1.25% difference-in-difference with a two-sided alpha of 0.05. Significance testing was intended to be exploratory in nature; therefore no adjustments for multiple comparisons were made. Multivariable models for both outcomes evaluated age, gender, race, marital status, severity of the patient, preferred language, and admission through the emergency department. The HCAHPS analysis also evaluated education level, overall health and discharge disposition. Models were simplified to contain variables that were significant at the 0.05 level with Wald tests conducted between full and reduced models. Variables that were excluded in this process were entered back into the model, one at a time, and variables that caused approximately a 10% change in the coefficient of interest were retained in the final model. Statistical analysis was conducted using Stata v13.1, StataCorp LP, College Station, TX.
Results
Of 50 hospitalists, 42 (84%) participated in the physician communication coaching simulation. Of 94 resident physicians, 86 (90%) participated. Hospitalists were 47% female and 53% male, and nearly half (48%) had 0-3 years of attending experience. Only 16% had greater than 10 years experience. The surgical attending clinicians were 16% female and 84% male; we did not have information on years of experience for surgical attendings. The survey participation rate for medicine and surgical patients in the pre-intervention HCAHPS cohort was 31% and 46% and post-intervention 30% and 39%, respectively. The NHPPES physician specific survey participation rate was 22% both pre and post intervention periods.
The HCAHPS patient sample included 5020 patients surveyed (Table 1) . The pre-intervention cohort (3720 patients) was surveyed between January 2011 and April 2013 and the postintervention cohort (1300 patients) was surveyed between June 2013 and January 2014. 33.4% of patients were in the surgical control cohort and 66.7% in the hospitalist cohort. Hospitalist and surgical HCAHPS surveyed patients had similar baseline characteristics. On average, hospitalist patients were slightly older (62.5 years versus 58.5 years), had slightly lower proportion . Additionally, hospitalist patients were admitted through the ED more often (87.9% versus 27.5%) and had greater disease burden (8.8% versus 4.1% with severity of illness score of 4) but were equally likely to be discharged home or home with services. The HCAHPS hospitalist pre and post-intervention cohorts were similar in all baseline characteristics. Pre and post-intervention patients in the NHPPES survey cohort were similar (Table 2 ). However, post-intervention patients were slightly younger (58.7 years versus 63 years), had a slightly higher proportion male (53.4% versus 48.4%), were less severely ill (37.8% versus 47.6% with severity of illness score of 3 or 4), and were more likely to have the interview conducted in Spanish (7.7% versus 2.9%).
After the intervention, the intercept shift for percent "always" (degree of change from preintervention percent excellent responses) for HCAHPS questions of "treating patients with courtesy", "explaining things in a way patients could understand", and "overall teamwork" showed no significant differences between surgical control and hospitalist intervention patients either before or after adjustment (adjusted p = 0.899, p = 0.890, p = 0.438, respectively) ( Table 3) .
NHPPES survey adjusted and unadjusted percent excellent responses increased significantly for the questions of "keeping patient informed" (adjusted intercept shift 9.9% P = 0.019), "overall teamwork" (adjusted intercept shift 11%, P = 0.037), and "using words the patient could understand" (adjusted intercept shift 14.8%, p = 0.001) ( Table 4) . Post-intervention percent excellent responses increased in the questions addressing "physicians' explanations of treatments" (adjusted intercept shift 6.9%, p = 0.210) and "treating patients with courtesy" (adjusted intercept shift 3.3%, p = 0.453) but were not statistically significant. Fig 1  shows post-intervention percent excellent responses for all questions analyzed trended towards pre-intervention levels over time (Fig 1) .
Discussion
A hospitalist and IM resident physician communication simulation-based coaching method focused on specific "etiquette-based" communication behaviors through a deliberate practice model with structured feedback was not associated with significantly improved HCAHPS physician communication patient experience scores. The lack of significant improvement on HCAHPS scores is similar to results from prior physician communication training programs with most showing no effect. [10, 13, 15, 16, 32] O'Leary et al. (2013) implemented a three session physician communication skill training program based on AIDET principles for 61 hospitalist physicians in an academic medical center but found no significant improvements in HCAHPS doctor communication domains. [11] However, the O'Leary study also notably showed no significant pre-post improvement in non-HCAHPS (Press Ganey) physician communication questions, while our intervention showed significant improvement in some physician communication questions from a similar non-HCAHPS (NHPPES) patient experience tool. Similarly, a systematic review of physician communication trainings focused on shared decision making showed that only 40% of the studies included showed improve patient satisfaction when providers were trained on communication skills. [13] Why, then, were there no significant changes in the physician communication domains of HCAHPS scores were seen compared to surgical controls, but our secondary analysis did reveal improvement in similar domains? There are several possible explanations for these findings. First, HCAHPS scores were designed to assess and evaluate patient satisfaction performance in aggregate, at the hospital or system level. [33, 36] Although often erroneously used to describe the performance of individual physicians or groups of physicians, our results may illustrate that the HCAHPS survey was not designed to be an evaluation tool of individual provider patient satisfaction performance. [37] In fact, in an analysis of 420 patients admitted to a hospitalist medicine service, the discharging hospitalist accounted for only 34% of all physician encounters. [38] Notably, despite other physicians accounting for the majority of patient care encounters, most performance improvement analyses would attribute HCAHPS outcome data to the discharging hospitalist. Research also shows specialist physicians strongly influence patients overall perceptions of physicians. [39] We also do not know if, for example, hospitalist communication improved but trainees did not similarly benefit. These factors make it difficult to accurately assess the association between HCAHPS physician communication outcomes to individual physician communication behavior or physician communication interventions. A second possible explanation for the difference between HCAHPS and NHPPES results is that fact the HCAHPS analysis examined difference over time compared to control group while the secondary analysis used a weaker, pre-post design (because we lacked an adequate control group). Therefore, while our secondary analysis of NHPPES data suggests that our intervention may have had an effect, we can only conclude that further controlled studies assessing our intervention using a physician specific patient experience survey tool (not HCAHPS) are needed. Interestingly, despite the limitation of utilizing HCAHPS to access the effectiveness of local level QI activities, a small, single center, non-randomized IM resident education program focused on improving physician related HCAHPS scores did show significant improvements. This intervention linked resident didactic education to individualized patient experience score feedback, monthly recognitions, and tangible incentives. [31] Similarly, our secondary analysis showed improvement in patient reported "excellence" post-intervention, with 10% to 15% increases in percent "excellent" for questions related to keeping patients informed, teamwork, and using understandable patient language. However, the "bump" observed was short-lived, showing physician communication reverts to its prior state after a single interventional period. Unsurprisingly, this suggests personalized physician communication coaching may have some immediate effects that diminish without deliberate reinforcement. This conclusion is supported by Banka et al.'s (2015) study finding significant improvement in HCAHPS scores during their physician communication intervention since they attributed the improvements to ongoing reinforcement activities such as patient satisfaction score feedback, monthly recognition, and incentives for high patient-satisfaction scores. [31] One possible explanation for this finding is that regression towards the mean, a common phenomenon in improvement work requiring behavioral change, occurs if concerted efforts are not made to maintain the educational gain. This leads us to conclude that no single intervention is enough to maintain behavioral improvements over time. Instead, continual reinforcement, perhaps through ongoing simulation training and revisiting the specified skills gained in meetings and through emails, is likely critical to maintain meaningful improvements. [40] However, our intervention represents a typical "real-world" operational quality improvement project where an initial strategy is rolled out but, often due to resource limitations, a similar maintenance strategy is not undertaken. Our study highlights to health systems the critical nature of the "maintenance" phase when determining operational strategies aimed at behavior change. Physician communication coaching effects on patient experience
We believe our intervention, while offering a model of physician communication education and coaching based on evidenced based learning methods, may have also lacked critical change management techniques of real-time data feedback, tangible behavioral incentives, and reinforcement of the specified communication skills. Unsurprisingly, systematic review shows multi-faceted interventions appear to be most effective in quality improvement. [13] However, deciphering which element(s) contribute most to the effect is difficult. Understanding which elements are key in a multi-faceted intervention is critical when adapting successful approaches to health systems with different goals. [13] Therefore, we designed our study to examine the effects of a single intervention. Unfortunately, a more messy "real world" bundled approach (i.e. a "physician communication engagement bundle") of tactics may be necessary to see significant improvement in HCAHPS scores even if it becomes difficult to decipher which element had the most return on investment. Interestingly, more is not always better. A systematic review of 43 randomized study interventions on physician communication trainings focused on shared decision making found that short-term training (less than 10 hours) is equivalent to longer training. [13] This suggests that some repetition is necessary but that "a lot" more may not be necessary in regards to enhancing physician communication skills.
Educational interventions on physician communication show limited effect on patient experience. [10, [13] [14] [15] [16] 31, 32] However, studies do show the performance of basic, structured communication behaviors has an association with patient experience outcomes. [12, 41] Our results, combined with prior research, still do not fully quantify the utility of structured/ scripted communication methodologies as a means to improve patient reported satisfaction with physician communication. [11, [41] [42] [43] [44] [45] Evidence of scripted communication education improving patient satisfaction remains scarce with most studies being very limited in scope and methodology. [41] [42] [43] [44] [45] However, these basic, yet critical skills of "etiquette based" physician-patient communication are rarely done [12] and can lead to serious communication gaps between physicians and their patients. [30] One small pilot study of 246 emergency room encounters by medical students found the students infrequently (0.4% of encounters) use all targeted communication elements (AIDET framework) but that the use of certain elements (acknowledging a patient by name, explaining that other providers would see the patient) was associated with an increase in patient satisfaction. [41] However, while the utility of scripted patient communication tools is of indeterminate significance on the patient experience, there is ample evidence supporting the educational utility of the learning framework of our intervention. The use of simulation to teach clinical communication skills is well supported in the literature [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] , as is the utility of teaching communication skills using a model of deliberate practice with structured feedback. [17, 18, 25, 27] We believe our intervention's communication skills education based on the structured AIDET mnemonic combined with focused feedback mirrors a model of deliberate practice. The structure of the education is valid since a meta-analysis found simulation based medical education with deliberate practice is superior to traditional clinical medical education in achieving specific clinical skill acquisition goal. [46] Likewise, focusing the educational framework on structured "etiquette-based" clinical communication skills is necessary since these behaviors are associated with higher patient experience scores. [12, 41] Further research is necessary to fully evaluate the results of the educational framework (utilizing both simulation as well as deliberate practice) on patient reported outcomes. For example, qualitative studies could examine the aspects of communication behaviors that physicians perceived were changed by the training. Controlled studies need to assess our model's learning framework on a physician specific patient experience. Furthermore, while much research examines the effects of improved "complex" clinician communication skills (such as goals of care discussions) has on the patient experience, [16, 20, 47] researchers should continue to test the effects on patient experience of the most basic "etiquette-based" elements of physician communication behavior.
Our study has several limitations. We conducted the intervention at a single academic hospital, limiting its generalizability. However, our secondary findings suggest that similar (but repeated) interventions should be studied in more sites, which would allow for control and intervention sites. Most patients who completed surveys were discharged home due to survey administration methods via phone. Similarly, we were unable to assess patient-level differences between survey respondents versus non-respondents. We were unable to determine the number of surveys administered to the patients of each physician. These factors limit generalizability of the study results. However, these limitations are prevalent in most studies utilizing hospital patient satisfaction survey results. The NHPPES survey was administered to only hospitalist patients and we did not have a comparison group for these patients. This poses an avenue ripe for further study. Our study was observational, thus subject to selection bias and confounding. We controlled for identifiable confounders such as illness severity, education, health status, etc. but it is possible that additional unidentified factors could have affected our results. Additionally, we were unable to control for the fact that non-participating hospital medicine physicians did provide some level of hospital care for some of the surveyed patients. This may have minimized our intervention's significant effect size. We are limited by our use of post-hospitalization surveys, which tend to have a low response rate. Our response rate of 31% for HCAHPS patients is similar to the 2013 HCAHPS national average of 33%. [48] However the NHPPES response rates were appeared to be slightly lower at 22%, which could theoretically introduce bias to our results. Finally, we were limited in that we did not conduct qualitative interviews and did not use other methods to determine how the intervention changed physician behavior. However, we plan to continue to assess this in future studies.
Our research shows the limited utility of a simulation-based, deliberate practice physician communication coaching method with structured feedback to improve physician-related HCAHPS scores. It also highlights the limitations of using HCAHPS to quantify the effects of physician-level patient experience improvement strategies. Secondary analysis results demonstrate potential merit for the educational method focused on "etiquette-based" communication behaviors. Further study of this educational method utilizing controls and a period of behavioral reinforcement tactics (physician communication bundle) needs to be undertaken. Additional research needs to identify validated tools to assess patient perceptions of physician communication as it relates to local physician level quality improvement activities. [37] Without easily executed and validated tools to assess patient experience outcomes at a more granular level, we will never be able to design, implement, achieve and reinforce meaningful change in this arena. Finally, our results suggest that a broader "bundled approach" of multi-faceted physician communication improvement tactics with maintenance strategies may yield more consistent and long-lasting effects. 
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